This review article focuses on how the therapeutic relationship is central to clinician-client/patient relationships in psychiatry as well as other medical and psychotherapeutic encounters. Crucial to this relationship is the alliance formed between the caregiver and the person who seeks their care. The threats to the therapeutic alliance in psychiatry are discussed as is the importance of facing them. How mindfulness enables clinicians to build such bonds and foster well-being in themselves and in those they treat is examined in the context of quantitative and qualitative studies.
neurotransmitter increases in your brain, and you will feel better." In this scenario, a prescription is offered to solve the problem such that lengthy appointments and talk therapy are eliminated. Subsequent visits revolve mainly around monitoring medication use and its effects.
In many countries, health insurance reimbursements are higher and easier to obtain for drug treatment than psychotherapy. This has contributed to the increase in psychotropic drug sales and a shifting of treatment toward psychopharmacology 6 . In his book, Unhinged: The Trouble with Psychiatry, Carlat 7 highlights that providing psychotherapy does not make economic sense. A doctor can see three or four patients per hour if s/he focuses on medications, but only one in that time period if s/he offers psychotherapy. The income differential is a powerful incentive for psychiatrists to leave psychotherapy to clinical psychologists or other clinicians who have extensive training and practical experience in psychotherapy 8 . As Eisenberg 9 stated, psychiatrists seem to have rediscovered their medical roots, with the inherent rights and privileges including being licensed to write prescriptions. This act provides an edge in marketplace competition with the rapidly multiplying numbers of psychologists and social workers. "Psychiatry has begun to trade the one-sidedness of the 'brainless' psychiatry of the past for that of a 'mindless' psychiatry of the present." 9 As a result, problems that used to be anticipated and accepted part of life (e.g. the death of a spouse, the impact of chronic illness) are now diagnosed and treated as mental disordersresulting in a high prevalence of socalled mentally ill individuals with a 'chemical imbalance' who are given pills to reduce their suffering 10 .
Furthermore, in developing countries access to psychotherapy is limited for patients, while training for psychiatrists is scarce and expensive. For example, in Brazil recommendations of the Brazilian Psychiatric Association for the template of a residency program requires only 10% per year of the program to include psychotherapy 11 . Supervisor training for psychotherapy in residency programs is not funded by public universities or in the hospitals where the programs are delivered. Supervisors have to fund themselves the high cost of training in psychotherapy 12, 13 . Thus, there is scant incentive to practice or be schooled in this essential aspect of treatment. Some textbooks used in psychiatric residency programs teach about doctorpatient relationship by emphasizing techniques to manage the relationship rather than develop a therapeutic alliance 14 .
ALLIANCE IN MEDICAL PRACTICE
In general medical practice forming a therapeutic alliance with patients can be challenging as well. Family physicians work under tight schedules and address an array of medical problems that vary from childhood asthma and immunization to cancer screening or an elder's congestive heart failure. In this context, forming a therapeutic alliance might not be viewed as a priority. In addition, fee-for-service remuneration motivates delivery of medical services quickly, on average during 8 to 12 minutes, which is incompatible with relationship building time slots 15 . Furthermore, medical care is part of a powerful medical-industrial complex comprised of pharmaceutical and insurance companies, testing laboratories, equipment and device makers eager to expand the market 10 . Compounding these barriers, medicine has incorporated advanced technology. While this is essential for diagnosis and treatment, when it is used exclusively with the notion, "I can fix your body through evidence-based procedures"the risk of omitting the relationship is apparent.
It may be hard to remember to be present with the patient when interfacing with a computer screen.
Administrative demands and record keeping may also influence how much time a doctor believes s/he can realistically spend with patients. Being efficient and seeing as many patientsas demanded by healthcare systemsmay cloud the true mission of medical practice stated by Hippocrates: cure sometimes, treat often, and comfort always.
As a remedy to these ills in medicine, mindfulness may help clinicians develop characteristics associated with the establishment of an effective therapeutic alliance 16 . An inspiring example of mindful medical practice is presented by Marr, "When I walk into a patient's room, I like to drop it all and go in without an agenda. I like to use myself as an 'instrument' of care… I need to 'calibrate' myself to receive the information. I need to have a clear understanding of what is 'my stuff' and what is the 'patient's stuff'." 17 Mindfulness has the potential to redirect one towards inner attitudes such as loving-kindness, equanimity, sympathetic joy, and compassionall of which may translate into the notion, stated by D. Dobkin, a cardiologist, "I am my brother's keeper" 18 when working with human beings who seek the care of a physician/psychiatrist.
MINDFULNESS IN CLINICAL PRACTICE
A quiet revolution has been taking place in the West 19 . During the 1960's, when those with youthful ideals aspired to change the world, they ventured out into it to learn more about who they were and how they could make a difference. Some journeyed east e.g. Alpert/ Ram Dass, who published: Remember: Be Here Now 20 ; Kornfield, who wrote: A Path with a Heart 21 , while others attended graduate and medical school 22, 24 ;
and some pioneered research that explored physiologic changes in people who meditated. 25, 26 chronic pain and illness based on eastern practices and Buddhist psychology. 27 Herein we focus on mindfulness, not for patients, but for those who minister to their suffering: physicians, psychologists, nurses, and allied health care professionals (HCPs) summarizing how mindfulness impacts them personally and professionally.
Several texts have been published that examine how mindfulness can enhance psychotherapy, rather than medical practice, as such. Fulton's chapter in Mindfulness in Psychotherapy 28 examines how mindfulness can contribute to clinicians' training and work. He makes the link between meditation practice and the therapist's ability to notice when the mind wanders and to escort it back to the session; increased tolerance for affectfacilitated by the understanding that all is transitory (including unpleasant emotions); acceptance i.e. of the self, the other, and what is occurring. Importantly, meditation practice allows empathy to emerge and compassion to be its natural outcome. These attitudes result from the view of our common humanity i.e., seeing clearly that suffering is part of being alive and that we are all interdependent. Through the cultivation of equanimity one comes to accept what is. Thus, therapists learn to distinguish between what can be 'fixed' and what cannot. Fulton points out that meditation practice helps the therapist face the futility of over-identification and the freedom found in the realization that the self is a construction that is illusory.
There is a consensus that when physicians and other clinicians take a course such as MBSR they benefit personally. 29, 30 In a qualitative study Beckman et al. 31 reported that primary care physicians felt less isolated, developed greater self-awareness and found meaning in their work following a 52-hour mindful communication program. These results were replicated by Irving et al. 32 There was a significant relationship found between number of years meditating and three aspects of countertransference management: self-insight, self-integration, and empathy, as well as the total score (r = .32, p = .01) for this key skill. While the cross-sectional design conducted through email correspondence was a study limitation, using supervisors' ratings was original, especially given trainees are unlikely to be able to rate their own countertransference. While the correlation between the total mindfulness score and countertransference was not significant, the subscale non-reactivity was with some subscales, (e.g. anxiety management and empathy). In the discussion the authors underscored the importance of emotional regulation and non-reactivity as likely by-products of meditation enabling the 47 trainees who reported experience with meditation to respond to patients in a therapeutic manner.
We contend that well doctors and other clinicians can foster healing in their patients. 35, 36, 37 Is there empirical evidence for this hypothesis? While the literature is relatively sparse, in a critical review of the literature Escuriex and Labbé 29 reported that data from 20 studies were inconclusive with regard to whether clinicians' mindfulness or meditation practices had a positive impact on patients' outcomes. Yet, in a European clinical trial conducted by Grepmair et al. 38 psychotherapists-in-training were randomized to a group taught Zen meditation (N=9 working with 63 inpatients) or not. The results indicated that the patients in the experimental group showed significantly better results e.g. they understood more clearly their own psychodynamics as well as the phenomenology and structure of their problems, and they scored lower on the SCL-90-R, indicating less psychological distress compared to the 61 inpatients treated by the psychotherapists not practicing Zen meditation. In another study, five therapist-patient dyads were interviewed together about their respective experiences of using mindfulness in therapy 39 . Themes that emerged were: helpful in making the transition into the therapy session; it facilitated their dialogues, and it had a calming effect on both the therapist and patient.
In Padilla's doctoral work 40 nonjudgmental and accepting attitudes, as well as to enable the therapist to tolerate suffering in the self and other such that s/he could be a 'container' of the patient's emotions. Correlations revealed that qualities of mindfulness were positively correlated with therapist and patient ratings of the working alliance.
Moreover, the therapist's ability to accept without judgment was related to improvements on interpersonal problems. Yet, residual gains from the SCL-90 did not correlate with any of the therapist's mindfulness scores. Two methodological issues need to be kept in mind with regard to these and the other results (not detailed here): self-report measures were relied on exclusively and correction for multiple testing was not done, increasing the likelihood for Type I error.
In a multisite study of 45 clinicians (34 physicians, 8 nurse practitioners, and 3 physician assistants) treating 437 HIV+ patients, Beach et al. 41 used the Roter Interactional Analysis System (RIAS) to assess the clinician-patient encounter. At baseline the clinicians completed the Mindful Attention Awareness Scale (MAAS) 42, 43 . The clinicians who scored higher on this scale were more likely to engage in patient-centered patterns of communication in which both clinicians and patients discussed of psychosocial issues more and rapport building was enhanced. Likewise, the more mindful clinicians' emotional tone was more positive with patients. Consequently, patients gave higher ratings of clinician communications skills and were more satisfied with the encounter when being treated by the more mindful clinicians. This study is unique in that quality of care was determined based on observations of clinician-patient visits, and it included patients' reports concerning their perceptions of the quality of care they received. Rather than examining the clinicians' or patients' experiences separately, the dynamic between them was studied.
Yet, mindfulness is not a unitary construct even though many studies treated it as such when using the MAAS, which is considered to reflect one's disposition to be aware in the present moment. While there is not a consensus with regard to the definition of mindfulness nor how to measure it 44 Ryan et al. 45 examined the effect of therapists' dispositional mindfulness on 26 patients with a variety of diagnoses (e.g. depressive or anxiety disorders, personality disorders) being treated with a brief psychodynamic-oriented intervention. The therapists were a mix of psychiatry residents, psychology interns, and licensed psychologists. In contrast to Grepmair et al. 38 , there was not a significant relationship found between therapists' mindfulness and patient improvements assessed with the SCL-90. However, therapists' total mindfulness scores and scores on 'Accept without judgment' were significantly correlated with patient improvements in interpersonal functioning.
Keane 46 studied a convenience sample of 40 psychotherapists who completed a postal survey which included the FFMQ as well as questionnaires pertaining to their work as therapists. Most reported that Patricia Lynn Dobkin, Ricardo J. M. Lucena
